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Nineteenth and Twentieth Century Mental Health

At the beginning of the nineteenth century a public outcry about conditions in asylums led to the setting up of a select committee “to consider of provision being made for the better regulation of madhouses in England”. The report describes appalling conditions of inadequate clothing, cramped and crowded accommodation filthy with excrement on straw, with patients chained to the walls, and in one case, a surgeon who was known to be drunk and insane. As David Stafford-Clark wrote in Psychiatry Today,
It may seem beyond belief that physicians could contemplate other human beings naked, cold crusted with their own excrement, chained and starving in the dark on stone floors, without pity and without remorse. But they could, and they did, and it is only by the exertions and the example of exceptional men that our own standards have been raised above this appalling state.
Asylum staff spent much of their working life locked away with their patients.

Husband and wife teams were a feature of asylum organisation in the early 19th century, many sharing their home life with their patients. In Britain, one such couple were George and Catherine Jepson at the Retreat in York, and Dr and Mrs Ellis at the Hanwell Asylum. Patients who came under these humanitarian regimes were lucky; many more were kept in conditions where fear and cruelty prevailed.

In the mid-nineteenth century Dorothea Lynde Dix was influential in changing conditions in institutions in New England, and in 1881 at 40th anniversary of the Medico-Psychological Association at University College, Daniel Tuke, the president, paid respect to her “who has a claim to the gratitude of mankind for having consecrated the best years of her life to the fearless advocacy of the cause of the insane. The Association of Medical Superintendents of American Institutions for the Insane included among its tenets:

· Insanity is a disease to which everyone is liable. 

· Properly and promptly treated, it is about as curable as most other serious diseases. 

· In the majority of cases it is better and more successfully treated in well-organised institutions than at home. 

· Overcrowding is an evil of serious magnitude. 

· The insane should never be kept in penal institutions. 

In the first part of the nineteenth century, a lot of doctors, such as Conolly, Kirkbride, Bucknill, and Hack Tuke were proud to work in the new asylums. There was also a new endeavour to study insanity. Esquirol in France followed the lead given by Pinel in attempting a classification of mental disorder. A line of successors in France and later in Germany culminated in Emil Kraepelin (1855-1927), a student of Wundt’s, who produced a systematic classification of mental disease which forms the basis of modern systems. This is an attempt at grouping by causes as well as by symptoms, and in Kraepelin’s work can be seen the merging of two psychological traditions: the experimental and the medical. At the same time growth in populations of asylums mirrored growth in unemployment and poverty following social upheaval caused by industrial revolution.

Alfred Meyer (1866-1950) believed in living medicine, seeing the patient in his own world. His wife became what was later called a social worker, visiting Meyer’s patients to learn more about their home backgrounds. Rather than seeing disturbance as a result of brain pathology he saw it as a reaction or maladjustment involving the total person. He helped to change the hospital’s approach from custody to active therapy, and stressed the importance of unhurried conversations with patients.

In the second half of the nineteenth century, Darwin’s Origin of Species (1859) led to a pessimistic feeling that insanity, instead of being concerned with the will and moral management was a hereditary incapacity, leading to reduced concern for the unfortunate, and a feeling that the mad ought to be locked up. 

The 1890 Lunacy Act was very different from the 1845 Lunacy Act, which was about running good hospitals; the 1890 Act was about locking people up. At the same time advances in general medical knowledge from strict attention to pathology and bacteriology led to a search for organic causes of mental distress, and the doctors in the asylums, instead of going out and playing cricket with patients, began to spend their time on research instead in the hope of finding the causes of the conditions they were treating, by for example dissecting the brains of deceased patients. 

Development of Psychology
The 18th century saw the beginning of modern psychology as a separate discipline. The word psychology was used in the first half of the century to mean the secular philosophical analysis and interpretation of mental phenomena. In the latter half of the 19th century its reference shifted from a predominantly philosophic to a predominantly scientific study of mental phenomena. Wilhelm Wundt (1832-1920) is commonly regarded as the founder of scientific psychology. Although other people began experimental psychology earlier, Wundt had the first laboratory for teaching and research in the subject. Alexander Bain (1818-1903) was not an experimenter but wrote two very influential books, The Senses and the Intellect (1855) and The Emotions and the Will (1859). At the same time there were considerable influences from the growing understanding of the physiology of the nervous system. 

One development of the late 18th century which had a significant influence on the development of psychological practice was Mesmerism. Mesmer began by using magnets in the belief that they exercised some influence on the human body. He later abandoned this notion, but induced a number of phenomena which are now recognised as suggestion and hypnosis. Others in the 19th century took up mesmerism as an aid to medicine, and it was James Braid who attributed the phenomena to processes within the person, expectations arising from suggestion coupled with a narrowing of attention. An active school of hypnosis developed in Paris under the leadership of Charcot who established a notable neurological clinic at La Salpetriere. His work influenced Ribot who established a psychological laboratory under Beaunis and Binet. 

Emergence of Dynamic Depth Psychology
In the closing years of the 19th century several medical psychologists were developing psychogenic theories of the neuroses. Outstanding among them were Pierre Janet (1859-1949) and Sigmund Freud (1856-1939), a pupil and protégé of Charcot. Janet’s view was that the neurotic lacked sufficient mental energy to hold his psyche together in a state of integration; as a result parts of it functioned in disassociation from the rest. Freud’s view by contrast was that there were diverse mental energies in conflict with one another. Early in the development of his theory he spoke of the sex instincts versus the moral instincts; later of libido versus ego, and finally of eros (life instincts) versus thanatos (death instincts). Freud also proposed three major components to the psyche (strangely translated from German into Latin rather than English by his translators): das Es (the It, or Id) symbolising instinct or unconscious desire, das Ich (the I, or Ego) and das UberIch (the Upper-I, conscience or Superego). Freud’s ideas are the basis for psychoanalytic theory. Although this began as a contribution to psychopathology, it quickly expanded into a more general theory. The interpretation of dreams, the explanation of slips of the tongue and of the pen, and an account of the psychic origins of art, religion and society began with Freud and have become part of everyday currency. Literature and literary criticism, art, morality and religion have all felt this influence.

In the 20th century, there have been two major developments in psychology: Gestalt theory or a holistic approach, and behaviourism or stimulus-response theory. These two approaches begin to merge in the techniques of cognitive behavioural therapy which is increasingly practised at the present time.

In the twentieth century the search for organic causes and treatments for mental health problems, continued, spurred on by the successful identification and treatment of conditions such as phenylketonuria and thyroid conditions. The observation of changes in emotional state in people treated for other conditions – for example the anti-depressant effect of iproniazid for tuberculosis - began the continuing search for biochemical treatments for every kind of mental state.

Other physical treatments used in the 20th century include insulin coma therapy in which patients were given insulin to induce a coma and convulsions, and then brought round with glucose injections. Camphor injections were also used to induce fits in the 1930s, and had been used to treat psychosis during the eighteenth century. Fits were also induced with drugs including metrazol.

Psychosurgery was used in the mid-twentieth century with an enthusiasm verging on abandon, and an appalling level of technical crudeness. A refined version is still practised on a small number of patients.

In the 1st World War the treatment of shell shock with talking therapies by psychiatrists such as William Rivers led eventually to treatment for what is now called post traumatic stress disorder, with debriefing for victims of traumatic incidents such as hostages, and eventually to the regular provision of counselling for survivors of traumatic incidents. But some soldiers were treated by people such as Lewis Yealland at the National Hospital for Nervous Diseases, who used electric shock treatment – techniques that were nothing short of torture, but as effective in achieving their immediate goal as torture often is.

The approach to traumatic stress in the 2nd World War was a spur to the evolution of group therapy by people such as Wilfred Bion and Foulkes.

The Mental Treatment Act 1930 introduced the category of voluntary patients and the notion of rehabilitation.

During the 1950s the tradition of caring for mentally ill people within large institutions came under intense criticism from both inside and outside the system. There was a growing realisation that the structure and organisation of mental hospitals was essentially pathogenic; innovators in care demonstrated that new therapeutic ideas could be introduced into the system with beneficial effects. Thomas Main at the Cassel Hospital, David Martin at Claybury and David Clark at Fulbourn were among the first to demonstrate that changing the organisation of mental hospitals and adopting open-door policies could result in significant improvement in even the most institutionalised patients. David Clark in five years “turned Fulbourn from a closed hospital to a completely open-door hospital. We got workshops going, halfway houses, we had Open Days, brought the public in, took patients out. We changed the place completely. … Much of what we did was a return to the principles of sound asylum management, known for a century.... Fulbourn was much better in 1865 than in 1910.” However these moves only allowed people out into the grounds; doctors still believed that their duty was to keep their patients in custody. 

In 1961 Enoch Powell made his “water tower” speech at a meeting of the National Association for Mental Health (not yet called Mind), announcing the proposed closure of the large psychiatric institutions with the development of care in the community. Edith Morgan (then a member of the Association’s staff) commented, “We all sat up, looked at each other and wondered what had happened. Because we’d been struggling for years to get the idea of community care and the eventual closure of mental hospitals on the map and here it was offered to us on a plate”.

The second half of the 20th century has seen the development of “anti-psychiatry”, whose main proponents were Ronald Laing and Thomas Szasz. Laing’s professional aim had been to “complain against the denigration of experience and the dehumanisation of the patient, but in doing so I wanted to bring them back into the ordinary human fold”. Laing believed that psychiatric medication could be helpful, and was among those practitioners who used LSD themselves in experiments to explore their own psyches, and also gave it to their patients with the aim of facilitating the psychotherapeutic process. Laing and his followers set up the Philadelphia Association, and also Kingsley Hall, an experimental therapeutic community whose most famous patient was Mary Barnes who was encouraged to regress into babyhood as a means of achieving her recovery from psychosis.

Szasz has described mental illness as a metaphorical illness because “the mind (whatever that is) is not an organ or part of the body. Hence it cannot be diseased in the same sense as the body can”. He takes the view that any psychiatric diagnosis is a licence for coercion and the exercise of psychiatric power. “If mental illness is not a disease why then treatment or indeed admission?” He also accepts that the corollary of this is that if patients have rights, they also have responsibilities, and should, for example accept responsibility for all their actions whatever their state of mind when they committed them. He has concluded that the only help that can be given to patients is through psychotherapy.

Psychotherapeutic treatment has declined in the latter part of this century, partly because of a case brought in 1979 against a private psychiatric clinic in the US by a physician with a psychotic depression. The patient sued successfully on the grounds that he should have been treated with proven effective medication rather than spending seven months undergoing in-depth psychoanalysis, and the case left a strong impression that treating psychiatric illness with psychoanalysis constituted malpractice.

New perceptions of mental illness are beginning to develop, informed partly by people like Szasz and Laing, and partly by the growing perception of a need for sensitivity in dealing with people from other cultures whose mental distress may be expressed as a spiritual crisis in a way that has become almost unknown in “Western” culture. 

At the end of the 20th century, rather than adopting either “the medical model” or “the social model” of mental illness, people working in the field of mental ill health are beginning to recognise that mental distress has many different causes, and many different disciplines and approaches have a part to play in treatment. Distress may be explained in terms of responses to circumstances, of brain chemistry, of genetics, and all are increasingly seen not to be mutually exclusive but to interact and play a part in mental health: life events almost certainly change brain chemistry for good as well as for ill, and many different treatments may be successful in different circumstances. But treatments that are experienced by the patient as torturous or punitive, however well-intentioned, are unlikely to be so successful in the long-term as those which are experienced as therapeutic. Current practitioners would do well to bear in mind the precepts of such people as Imhotep, Vives, Pussin, and Laing, alongside the latest neuropharmacological theories.

